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FOREWORD 

The purpose of this brochure is to analyze the concept of a Single Manager for the three 
military medical services. To properly evaluate this concept's probable impact on the medical 
services of the Navy requires a detailed understanding of how the Medical Department of the Navy 
operates, how it is integrated into the Navy as a whole, and how the Medical Department operates 
within the present naval and Department of Defense organization. This understanding is necessary 
in order to make i^ clear that the Mfiidical Department does not operate as on individual entity, 
but that it is closely integrated into the Navy as a whole; and that any splintering off of the 
Medical Department or a segment of the Medical Department would have a disruptive influence 
not only on the Medical Department but on the Navy as a whole. Any separation of one element 
of a combat service from its parent organization has far-reaching implications that could vitally 
affect the ability of a military service to carry out its mission in time of war. 
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THE PRACTICE OF MEDICINE IN THE NAVY 
PART I 

How Tke Navy Performs its Medical Mission 



A. Department of Defense Coordination . 

The naval medical service is coordinated by the 
Department of Defense and given general supervision by 
the Secretary of the Navy,, The Secretaries of the Army, 
Navy, and Air Force are the operating heads of their 
respective departments, subject to policy direction by 
the Secretary of Defense . The latter directs the broad 
policies of the medical services of the three military 
departments through the Assistant Secretary of Defense 
(Health and Medical) who has the following specific 
responsibilities: (See Chart I) 

1. Providing advice and assistance to the Secretary 
of Defense and his staff on the health and medical 
aspects of Department of Defense policies, planb and 
programs. 

2o Developing policies and standards for the 
Department of Defense in the broad fields of health and 
sonitation; medical care and treatment of patients; and 
administration of hospitals and related treatment 
facilities. 



3o Coordinating, as required, the activities of the 
military departments in health and medical fields to 
eliminate unnecessary duplication of effort and expendi- 
tures. 

4. Developing policies and criteria governing 
cross-servicing and joint utilization of health and 
medical facilities by the military departments. 

5. Collaborating with the Assistant Secretary of 
Defense (Manpower and Personnel) in the: 

Qo development of policies and criteria for 
determination of health and medical manpower require- 
ments by the military departments; 

b. review of health and medical manpower 
requirements of the military departments and their 
integration into recommended Department of Defense 
requirements; 

c» administration of the provisions of pertinent 
laws pertaining to the induction and call of doctors and 
other health personnel; 
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do development and review of policies and 
criteria governing the procurement, assignment, 
utilization, and welfare of health and medical personnel 
by the military departments; 

e, development and review of plans for health 
and medical training programs; 

fo review of the medical portions of the reserve 
programs of the military departmentSo 

60 Collaborating with the Assistant Secretary of 
Defense (Properties and Installations) in the: 

a. development of policies and standards and 
the review of programs pertaining to the construction of 
hospitals and other health and medical installations; 

b. development of policies and criteria for the 

acquisition, expansion, restoration, assignment, 
utilization, maintenance and disposal of health and 
medical real property; 

Co review of the military departments' require- 
ments for health and medical real properties as to need, 

7o Collaborating with the Assistant Secretary of 
Defense (Supply and Logistics) in tfie development of 
policies and procedures governing medical supply opera- 
tions. 

8. Collaborating with the Assistant Secretary of 
Defense (Research and Development) in the development 
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of policies and the review of requirements for health and 
medical research by the military departments. 

9o Developing policies for and reviewing require- 
ments of the military departments for bed authorizations, 
including bed allocations for Veterans Administration 
patients in military hospitals and bed allocations for 
military patients in Veterans Administration hospitals. 

lOo Prescribing standard medical nomenclature, 
reports and records for use by the military departments, 

11. Formulating policies governing the Blood and 
Blood Derivatives Program of the Department of Defense, 

12. Formulating policies for and reviewing the 
professional activities of joint health and medical 
activities of the Department of Defense, 

13. Developing and recommending health and 
medical aspects of mobilization and disaster plans and 
related policies. 

14. Providing for the maintenance of close cooper- 
ation and mutual understanding between the Department 
of Defense and the civil health and medical professions, 

15. Representing or arranging for the representation 
of the Department of Defense with other governmental, 
nongovernmental and international organizations pn 
health and medical matters of mutual interest or 
responsibility. 



16o The Department of Defense has the following 
councils, committees and agencies for health and medical 
matters: 

Department of Defense Health and Medical 
Planning Council 

Membership: 

Assistant Secretary of Defense (Health and 
Medical) - Chairman 

Assistant Secretary of the Navy (Personnel 
and Reserve Forces) 

Assistant Secretary of the Army (Personnel) 
Assistant Secretary of the Air Force (Personnel) 
The three Surgeons General attend meetings in 
a non-member capacity. 

Department of Defense Civilian Health and Medical 
Advisory Council 

Membership: 

Assistant Secretary of Defense (Health and 
Medical) - Chairman 

Six civilians appointed by the Secretary of 
Defense from among national authorities in 
professional fields. 

Three Surgeons General attend meetings in a 
non-member capacity. 



Department of Defense Dental Advisory 
Committee 

Membership: 

Representative of Assistant Secretary of Defense 
(Health and Medical)- Chairman 

Chiefs of Dental Services of Army, Navy, and 
Air Force 

Three civilian dentists appointed by Secretary 
of Defense 

Department of Defense Dependents' Medical 
Care Advisory Committee 

Membership: 

Assistant Secretary of Defense (Health and 
Medical) - Chairman 

Not more than twenty-five members who are 
representatives of the medical and dental 
professions and insurance, medical service and 
health plans. 

There are also a number of joint agencies (Army, 
Navy and Air Force) which coordinate inter-service 
action and in some cases operate in the fields indicated: 

Armed Services Medical Regulating Office, 
which coordinates the flow of patients from overseas to 
continental hospitals; 
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Armed Forces Epidemiological Board; 

Armed Forces InsHtute of Pathology; 

Armed Forces Medical Publication Agency; and 

Armed Services Medical Materiel Coordination 
Committee . 

In addition, there are joint committees on 
medical nomenclature, standard fomis and reports, 

medical records, mass casualties (emergency care), 
blood program, hospital construction, personnel and 
training. 

Another method now used to coordinate the 
three medical services is the monthly meeting between 
the Surgeons General, the three Chiefs of Dental 
Services, and the Assistant Secretary of Defense 
(Health and Medical). The three Surgeons General also 
hold weekly meetings with the Assistant Secretary and 
confer oftener when necessary » 

B. Organization of the Navy Department . 

The Secretary of the Navy, under the President and 
Secretary of Defense, has full legal authority over all 
functions of the Department of the Navy, He is 
responsible for assuring that the Navy carries out ail the 
functions assigned to it. He has the following top level 
assistants to aid him: 
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1. Five Civilian Executive Assistants 

Under Secretary of the Navy 
Assistant Secretary of the Navy (Material) 
Assistant Secretary of the Navy (Air) 
Assistant Secretary of the Navy for 

Financial Management (Comptroller) 
Assistant Secretary of the Navy (Personnel 

and Reserve Forces) 

2 . Two Naval Professional Assistants 

Chief of Naval Operations 
Commandant of the Marine Corps 

3. Ten Naval Technical assistants 

Judge Advocate General 
Chief of Navel Material 
Chief of Naval Research 
Chief of Naval Personnel 
Chief, Bureau of Medicine and Surgery 
Chief, Bureau of Ships 
Chief, Bureau of Ordnance 
Chief, Bureau of Aeronautics 
Chief, Bureau of Supplies and Accounts 
Chief, Bureau of Yards and Docks 
(See Chart II) 

The operating relationships of the Secretary of the 

Navy and the Chief of Naval Operations with the Bureau 
of Medicine and Surgery are shown in Chart ML The 
organization of the Bureau is shown in Chart IV. 
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Chart V 



C. Mission of the Medical Department of the Navy. 



The primary function assigned to the Navy by the 
National Security Act and by the Secretary of Defense is: 
"To organize, train, and equip Naval and Marine Forces 
for the conduct of prompt and sustained combat operations 
at sea, including operations of sea-based aircraft and 

the'r land-based naval air components "o The 

forces to execute this mission are shown in Chart V. 

Older the above concept, the mission of the 
Medical Department is to contribute to the accomplish- 
ment of the Navy's primary functiora by maintaining the 
health of the Navy through the promotion of physical 
fitness, the prevention and control of diseases and 
injuries, the treatment and care of the sick and injured, 
and the training of its personnel to accomplish this 
mission. The number and types of personnel given 
medical support are shown in Chart VI » 

D. Planning To Accomplish Our Mission 

1 . Planning, General Picture - The story of how 
we accomplish. our mission starts with Navy planning be- 
cause Medical Department missions and tasks are 
integral parts of the Navy's over-all missions and tasks. 

Actually, planning begins with the President, National 
security policies, as approved by him, provide policy 
guidance to the Army, Navy, and Air Force, through 
the Secretary of Defense and the Joint Chiefs of Staff. 
From this policy guidance, the Joint Chiefs of Staff, as 
shown below, develop supporting joint military plans 
which include the missions, tasks, and forces for each 



Service, from which the Secretaries of the Army, Navy, 
and Air Force derive policy guidance for their respective 
Services. With respect to Navy planning, the Chief of 
Naval Operations, in consonance with the policy 
guidance, prepares appropriate plans to support the 
Joint Plans, as well as those stated in consonant Marine 
Corps plans. Based on the broad requirements embodied 
in these Navy Plans and Marine Corps Plans, the tech- 
nical bureaus compute the detailed requirements for 
personnel and principal material items. These detailed 
requirements go back through the Chief of Naval 
Operations to the Secretary of the Navy and then to the 
Secretary of Defense . In the Office of the Secretary of 
Defense these requirements are consolidated for all 
services by the Assistant Secretary of Defense (Supply 
and Logistics) and the Assistant Secretary of Defense 
(Manpower and Personnel), and in the form of require- 
ments for personnel, end-items, raw materials, and 
semi-finished materials, are transmitted to the Office of 
Defense Mobilization, 

2. Joint planning. 

a. The Joint Chiefs of Staff are responsible for: 

(1) The preparation of strategic war plans for 
the strategic guidance of the Armed Forces, which in- 
cludes guidance for the operational control of forces 

and the conduct of combat operations. 

(2) The preparation of joint logistic plans and 
the assignment of I ogistic responsibilities to the military 
services in accordance with such plans. 
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(3) The preparation of integrated joint plans for 
military mobilization. 

b. The Joint Program for Planning provides for 
three annual plans as follows: Joint Strategic 
Capabilities Plan (JSCP); Joint Strategic Objective Plan 
( J SOP); and the Joint Long-Range Strategic Estimate 
(JLRSE). 

3. Navy Planning. During peacetime, the Navy 
develops a yearly Basic Naval Establishment Plan, based 
on the missions and tasks assigned to the Navy. This ^ 
delineates the operating forces and the support activities 
which are to be maintained each fiscal year. The Bureau 
of Medicine and Surgery participates, at all stages, with 
all bureaus and departments, in the formulation of this 
Plan, in order to determine the location, size, and type 
of medical and dental facilities needed in the operating 
forces and support activities. Navy planning owes much 
of its efficiency and effectiveness to the limited number 
of echelons involved directly in the system. 
(See attached Chart VH, "Development of Navy Plans"). 

The Navy planning System on a unilateral basis 
provides for the necessary degree of coordinati on of 
planning within the Naval Establishment and includes 
three broad categories of planning for war. (Likewise 
the Army and the Air Force prepare similar plans to 
support the Joint Plans.) These categories are: Current 
(Capabilities) Planning; Mid-Range (Mobilization 
Objective) Planning; and Long-Range Objective or 
Estimates. 



The system also provides and assigns specific 
planning responsibilities, for the development of annual 
stage ONE plans based on and in support of Joint Plans 
stemming from Joint Chiefs of Staff, and for the develop- 
ment of the plans which support them. It emphasizes the 
logistic aspects of planning to provide for a balanced 
expansion of the Naval Establishment in the event of 
general war, and provides for coordinating the logistic 
effort connected therewith . In addition, the system 
stresses a decentralized and concurrent method of 
planning. 

Under the Navy planning system, planning is 
carried out in five different stages. The plans within 
each succeeding stage are drawn up concurrently and 
are, in general, based upon the plans of a prior stage, 
or of the same stage where appropriate. 

Stage ONE plans are prepared and issued by the 
Chief of Naval Operations to implement the missions and 
general tasks which stem from the National Security Act 
of 1947, as amended, and other national laws; "Functions 
of the Armed Forces and Joint Chiefs of Staff;" "Joint 
Plans;" naval policy; and directives from competent 
authority . 

Stage TWO plans are prepared and issued by the 
Chief of Naval Operations to support Stage ONE plans. 
These plans may be either operational or logistical in 
nature . 

Stage THREE plans are prepared and issued by 

the various bureaus and offices of the Navy Department 
(including Headquarters, U, S. Coast Guard), 
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Chart VII 



Commanders-in-Chief of Fleets and Forces, Sea Frontier 
Commanders/ Commandants of Naval Districts and River 
Commands, Chief of Naval Air Training, etc., to support 
Stage ONE and/or Stage TWO plans. These plans may 
be either operational or logistical in nature. The 
Surgeon General, U« S. Navy (Chief of the Bureau of 
Medicine and Surgery) prepares and issues Stage THREE 
and other Stage TWO plans. 

Stage FOUR plans are prepared by type and task 
force commanders, and activities of the Shore Establish- 
ment, which include all medical and dental facilities 
under the management control of the Bureau of Medicine 
and Surgery. 

Stage FIVE plans are called the Master Shore 
Station Development Plans, and are prepared by 
activities of the Shore Establishment. These development 
plans are visualized as the final stage in logistic planning 
applicable to facilities of the activity, 

4. Planning by BUMED in Support of Emergency or 
War Plans and Mobilization Plans. 

a . The Bureau of Medicine and Surgery develops 
Stage THREE Navy Code Logistic Plan (NCL) annually 
to support Stage TWO Navy Code Logistic Plan issued 
by the Chief of Naval Operations. This Bureau also 
develops Stage THREE Navy Basic Logistic Plan (NBL) 
annually to support Stage TWO Navy Basic Logistic 
Plans issued by the Chief of Naval Operations, These 
plans are to provide for the medical logistic support of 
the Navy Strategic and Basic Mobilization plans 
respectively. 



5. Interservice Logistic Support. 



a, A joint agreement has been approved and 
disseminated to all of the Joint Chiefs of Staff 
Established Overseas Commands to Provide uniform 
directions for coordinated action among the military 
services in furtherance of the following objectives: 

(1) Minimizing procurement, stockage, and 
cross-hauling of material assets of the military services, 

(2) Avoiding duplication of effort through 
joint utilization of the capabilities of each military 
service to provide services incidental to the supply of 
materiel , 

(3) Utilizing material assets of the military 
services to the fullest extent practicable^, regardless of 
owning service. 

(4) Providing for a systematic exchange of 
supply management information necessary for the 

accomplishment of the above. 

The medical services of the Army, Navy and Air 
Force have taken action in the past necessary to 
accomplish the above objectives; and the principles 
involved have been applied on a world-wide basis 
through agreement among the military services. 
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6o Acfivities under Management Control of 
Bureau oiF Medicine and Surgery Planning. 

a. These activities develop Stage FOUR plans 
based on and in support of the Stage THREE plans of 
this Bureau and the appropriate district. 

E . Organization of Field Activities. In order to 
support the current overall Basic Naval Establishment 
Plans, Medical Department activities are maintained as 
shown in the Chart VIII. 

1. The continental United States Naval Hospitals 
are located in a manner to give close support to con- 
centrations of naval activities in various naval and 
Marine Corps areas, such as naval bases, shipyards, 
air stations and large training centers. Most of their 
patients come from shore activities within a radius of 20 
~miles from the hospital and from ships. The size and 
staffing of each medical facility are planned according 
to the local patient population, extent of the antici- 
pated workload, and the demands of ifie operating 
forces, (See Chart IX) 

F. Staffing. After it is determined what Medical 
Department activities are required in the Basic Naval 
Establishment Plan it is necessary to procure, train, and 
assign personnel to man them. These include medical 

officers, dental officers, nurse officers. Medical 
Service Corps officers. Hospital Corpsmen, and other 
enlisted members and civilian employees. 
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1 . Procurement, Procurement of physicians and 
dentists for active duty is dependent upon procurement 
programs operated by the Bureau of Medicine and 
Surgery and the Bureau of Naval Personnel . Chief 
dependence is placed upon the Ensign 1995 Program, 
the Intern and Residency Program, and the Armed 
Forces Reserve Medical Commissioning and Residency 

Consideration Plan of the Department of Defense, 
Through this plan, graduating medical and dental 
students who have selective service obligations are 
allocated to the three Armed Services according to their 
needs and commissioned by the respective services. It 
is estimated that there will be more than enough 1958 
graduates with service obligations to meet the replace- 
ment needs of the three Services for the coming year. 

2. Specialized Training. New military medical 
problems have been created by the introduction of 

supersonic planes, the use of atomic power to propel 
naval vessels, the development of guided missiles, and 
atomic and hydrogen bombs to enhance firepower. The 
Medical Department is concerned with the physical 
adjustment of fighting men to these and other new 
weapons and devices, and their influences on the health 

of the men who operate them. In order to provide 
effective medical support to our rapidly changing Navy 

it is necessary to conduct extensive training and 
specialized programs in the following military medical 

fields, largely peculiar to the Navy: 

Submarine Medicine and Diving Medicine 
Amphibious and Marine Corps Field Medicirie 
Aviation Medicine 
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U. S. NAVAL HOSPITALS AND HOSPITAL SHIPS 
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Chart IX 



DISTRIBUTION OF MEDICAL PERSONNEL IN SUPPORT OF THE WORLDWIDE 

NAVAL ESTABLISHMENT 



STRENGTH 



3,780 



MEDICAL 



DENTAL 



MEDICAL SERVICE 
CORPS 



NURSE 




y}y}y, operating forces including marines 



BUMED MANAGED ACTIVITIES (MOSTLY HOSPITALS) 

SHORE ACTIVITIES UNDER MANAGEMENT CONTROL OF OTHER BUREAUS 
UNDER TRAINING 

Chart X 




21,842 




HOSPITAL 
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NOVEMBER 1957 



Shipboard Medicine 
Preventive Medicine 

Medical Aspects of Nuclear, Biological, and 
Chemical Warfare; and Naval Medical and 
Dental Research. 

Training is also given to about 40 different types of 
enlisted technical specialists. 

3. Personnel Assignment. After Medical Depart- 
ment personnel are procured and trained for noval 
duties it is necessary to assign them to ships and stations 
throughout the world. About one-third of them is 
assigned to the operating forces, to ships. Fleet Marine 
Force units, and Fleet Aircraft units. The remainder is 
utilized in shore-based support activities, such as 
hospitals, dispensaries, dental clinics, medical centers, 
medical research units, and in training. Individuals 
are rotated from the operating forces to shore activities 
and vice versa. This rotation is in accordance with the 
Navy's policy of balanced training for all categories of 
Navy personnel and in consonance with career planning. 
It is essential to permit family men to return to their 
families after tours at sea if we ore to maintain career 
men in the Navy. In addition, it is especially desirable 
for Medical Department personnel to be given a fair 
share of duty in activities such as hospitals, dispensaries, 
and clinics, where opportunities for professional 
improvement and association are greater than in isolated 
ships and stations. (See Chart X for assignment pattern.) 

The ratio of total staff to occupied beds in the Navy 
has recently been 133 to 100. 
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G. Finoncing. 



The following tables and charts provide basic 
information on the Medical Department's financial 
resources to support its service to the Navy and Marine 
Corps: 



TABLE t 

Navy Medical Department - Plant Property 
as of 30 June 1957 
(in thousand dollars) 

Land $ 8,354 

Buildings (Replacement cost) 403,444 

Equipment 25,789 

TOTAL 437,587 



Resources to cover operations of the Medical 
Department are provided from two sources: 

(a) by direct appropriation from Congress under 
the title "Medical Care, Navy"; and 

(b) by reimbursements for services rendered. 

A summary of all estimated costs during fiscal year 1958 
is contained in the following table: 



TABLE II 

Sources of Funds for Operation of Medical 
Deportmeni-, Navy 

Fiscal Year 1958 

(in thousand dollars) 

Appropriation "Medical Care, Navy" $ 84,538 
Reimbursements 22,635 
TOTAL 107,173 

The appropriation "Medical Care, Navy" is a 
direct authorization from the Congress and is used in 
the Medical Department for the following programs: 



Maintenance and Operation of medical 


treatment facilities 


$ 34,174 


Education and Training 


3,676 


Medical services, supplies and 




equipment at other facilities 


10,863 


Nonrecurring procurement of 




services, supplies and equipment 


2,941 


Medical material support 


157 


Medical care in nonnaval facilities 


29,321 


Care of the dead 


833 


Departmental Administration 


2,573 


TOTAL 


$ 84,538 



Analysis of funds appropriated to the Medical 
Department in relation to total funds appropriated to the 
Department of the Navy provides the following com- 



parison : 




FY 1956 


FY 1957 


FY 1958 


Total Navy 
Medical Department 
Percent of Total 


$ 9,648,405 
62,495 

0.65% 


$10,478,969 
71,323 
0.68% 


$10,341,455 
84,538 
0.82% 



The item of Reimbursements represents "earnings" for services rendered and is derived as follows: 

Subsistence $ 7,274 

Hospitalization 14,385 
Other 976 

$ 22,635 

■9t Includes telephone service utilities, maintenance , and other services furnished private parties, 

(See Chart XI for cost per patient day.) 
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COS T PEH PATIENT DAY IN CONTINF.NTAL NAVAL HOSPITALS. FISCAL YEAR 1957 
INCLUDING MILITARY PAY & ALLOWAJ^CES (BASED ON COST ACCOUNTING DATA) 

Cost Per Patient Day 



1. 






2. 


Professional Care of Patients... 




3. 






U, 






5. 


Maintenance and Operation, 





Buildings and Grounds 2.63 

6. Laundry Service .28 

7. Transportation Service .26 



8. Furniture, Furnishings and 
Equipment 



Total $16.24. 

Total Hospital Patient Days 4,519,^2 



4. 1.2% 




1.8% 
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C hart X I 



H . Military Command^ Management and Technical 
Control . 



lo To understand the close relationship between 
naval medical activities and the rest of the Navy and 
the Marine Corps, it is necessary to understand ttie 
significance of varied types of control set forth in 
General Order 19. 

Their definitions are as follows: 

Military Command; The authoritative direction 
exercised over activities of the Naval Establishment 
in military matters together with the power to exercise 
authoritative direction in all matters when circum- 
stances dictate. 

Coordination Control; That necessary direction of 
separate units of the Naval Establishment to insure 
adequately integrated relationships between all of 
these units. 

Manogement Control; The direction exercised, 
in other than military matters, by an authority of the 
Naval Establishment over a unit of the naval shore 
establishment in the administration of its local operating 
functions. 

Technical Control : The specialized or profes- 
sional guidance and direction exercised by on authority 
of the Naval Establishment in technical matters. 



2o The Bureau of Medicine and Surgery has manage- 
ment control over 68 medical and dental shore activities 
comprising 26 naval hospitals, 1 hospital in a hospital 
ship, 3 U. S. Naval Dispensaries, 8 schools, 9 naval 
dental clinics, 7 research facilities, 4 preventive 
medicine units, 1 Disease Vector Control Center, 3 Navy 
units at Army Commands, 3 inspectors of medical and 
dental activities, and 1 field branch. 

All these activities are within and subject to the 
orders of the naval commands in the military chain of 
command, as shown in Chart XII . They must be respon- 
sive to command requirements and demands. 

3. Professional Coordination and Control. The 
Bureau of Medicine and Surgery is the central agency of 
the Medical Department of the Navy. Its basic functions 
ore to develop Medical Department plans, policies, and 
practices, and to direct the organization and operations 
of medical and dental activities ashore and afloat, and 
supervise the training of its personnel in order to attain 
the highest quality of medical and dental core, and 
maximum efficiency in Medical Department operations 
viHiich support the naval forces. The Bureau exercises 
professional control through the following senior medical 
and dental personnel : 

Inspectors General . The Inspector General of 
Medical Activities and the Inspector General of Dental 
Activities plan, coordinate, and direct the inspection 
programs for medical and dental activities. 
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MILITARY COMMAND CHAIN 



CINCLANTFLT 



COMSUBLANT 



COMSUBBASE 



MRL Naw London 



CNO 



CNATRA 



AVIAMEDCEN 



NH Pensacola 
SCHAVIAMED Pensacola 



SEAFRON 




COMMA 


NDANT 



BUMED 



NAVDISP Washington DC 



CMC 



5 



COMMANDING GENERAL 



NH Camp Pendleton 
NH Camp Lejeune 
NH Quantico 
NH Beaufort 

DENCLINIC Camp Pendleton 
MEDFLDRESLAB Cp Lejeune 



NAVBASE 



NH ChtliM 

NH St Alboni 
NH Newport 
NH Charleston 
NH Key West 
NH Bremerton 
DENCLINIC Brooklyn 
DENCLINIC Washington DC 
DENCLINIC Norfolk 
DENCLINIC Philadelphia 
NAVTRAU ASMEMC St Louis 
NH Gusitanomo 
DENCLINIC Guantanamo 
DENCLINIC Peorl Harbor 
DENCLINIC Guon 



NATNAVMEDCEN 



NH Bethesda 

MEDICAL SCH Bethesda 
DENTAL SCH Bethesda 
RESEARCH LAB Bethesda 
SCH HOSP ADM Bethesda 



NH Philadelphia 
NH San Diego 
NH Ookland 

NH Annapolis 

NH Jacksonville 
NH Memphis 
NH Corpus Christi 
NH Great Lakes 
DISEASEVECTORCONCEN Jax 
NAVDISP Mare Island 
NAVDISP San Fraicisco 
MRU ' 1 Berkeley 
mVUNIT Fort Detrick 
PMU '2 Norfolk 
PMU '5 Son Diego 
MEDUNIT Tripler 
PMU '6 Pearl Harbor 



• BUMED MANAOEMF'iT CONTHOL 
_ For purpose of defense and control of local disasters and emergencies 



NAVTRACEN 



NH Boinbridge 
MRU '4 Great Lakes 
DENTECHSCH Boinbridge 
DENTECHSCH San Diego 



COMMARIANAS 



♦ NH Guam 



MRU '2 Toipeh 



NAVHOSP 



HC SCH Great Lokes 
HC SCH San Diego 



CINCPACFLT 



COMNAVJAPAN 



COMFLTACT 



NH Yokosuka 
DENCLINIC Yokosuka 



CINCNELM 



MRU '3 Cairo 
PMU '7 Naples 



Chart XII 
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Regional Inspectors. Regional medical 
inspectors and regional dental inspectors perform 
inspections and related duties in areas comprising more 
than one naval district. These inspectors normal 1/ are 
assigned additional duties on staffs of naval district 
commcHidcnts and on stafl^ of sea frontier commanders « 

District Medical Officers and District Dental 
Officers/ District medical officers and district dental 
officers are assigned to staffs of commandants of naval 
districts. One of their duties is to act as liaison 
officers for the Commandant with the Bureau of Medicine 
and Surgery, with the regional inspector of medical or 
dental activities, and with the medical and dental 
officers of each activity in the district. 

Commanding Officers of Medical Department 
Activities. Certain Navy activities, as already noted, 

such as naval hospitals, medical centers, dental 
clinics, medical research units, and medical department 
schools, are under the management and technical con- 
trol of the Bureau of Medicine and Surgery. Each such 
activity is assigned a medical officer, dental officer, 
or Medical Service Corps officer, as commanding 
officer, or as officer in charge. He is responsible for 
the direction and coordination of oil functions of the 
activity subject to Navy RegulotionSf the orders and 
instructions of the Bureau, and th^e promulgated by 
higher authority. 

Medical and Dentol Officers in Field Activities. 
In activities under the management control of other 
bureaus, the medical officer and the dental officer are 



responsible to the commanding officer for the medical 
and dental services respectively. The functions of the 
medical and dental departments of such naval activities 
are administered by the medical and dental officers and 
their staffs, in accordance with Navy Retulations, the 
directions of the Bureau of Medicine and Surgery, and 
the orders of the commanding officer. 

Fleet, and Force, Medical and Dental Officers. 

These officers advise fleet and force commanders con- 
cerning all professional, technical, and administrative 
matters relating to the medical and dental services 
provided fleet and force commands. They assist fleet 
and force commanders in preparing the medical and 
dental aspects of operational and logistics plans; and 
have general supervision over medical and dental care 
for fleet and force personnel. The Fleet Marine Force 
medical and dental officers act as liaison officers for 
the force commander with the Bureau of Medicine and 
Surgery, with fleet medical and dental officers, and 
with medical and dental officers in units of the force. 



Medical ond Dental Officers in Ships. The head 

of the medical department and head of the dental 
department in a ship are designated the Medical Officer 
and the Dental Officer, respectively. They are respon- 
sible to the commanding officer for the efficient operation 
of the medical aid dental departments. (See Chart XIII, 
Medical Department Professional Control.) 
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MEDICAL DEPARTMENT PROFFESSIONAL CONTROL 
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COMMANDING OFFICERS AND 
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Chart XIII 



I. Influence of Other Bureaus and Offices on BuMed 
Managed Activities. 

Other Navy bureaus and offices influence the 
management control activities of the Bureau of Medicine 
and Surgery; while the Bureau likewise influences 
management control activities of other bureaus. 
Understanding of these numerous and continuing 
interrelationships is pertinent in any discussion of a 
Single Manager for all three military medical services. 
Examples of these influences are set forth below. 

1. The Bureau of Supplies and Accounts controls the 
quantitative phases of medical and dental supply, 
including supplies distribution through the wholesale 
supply depot level . (BuMed controls the technical or 
professional aspects of its material requirements.) The 
Bureau of Supplies and Accounts also procures and 

_ distributes provisions used at naval hospitals, and is 

responsible for payment of all military and civilian 
personnel . 

2. The Bureau of Yards and Docks (manned 
primarily by Civil Engineers), influences BuMed 
activities with respect to the design, planning, 
development, procurement and construction of 
dispensaries and hospitals. BuMed collaborates with 
BuDocks in the sanitary aspects of major construction 
projects and receives from that bureau technical advice 
on minor construction, alterations, and maintenance. 
Some of the services of BuDocks' District Public Works 
Offices are advisory, while others are mandatory. 



3. District, on-site and internal audit inspection 
teams from the Navy Department deal directly with 
medical activities. They, together with BuMed's own 
inspector teams, make visits and recommendations. 

4. The Navy Comptroller has a financial influence 
on BuMed activities through his instructions, 
directives, audits, and review of the annual budget, 

5. The Bureau of Medicine and Surgery promotes 
the Navy's Paperwork Management Program sponsored 
by the Navy Management Office, Executive Office of 
the Secretary. This program includes guidelines 
relative to reports and forms control, records manage- 
ment, mail and correspondence practices, methods 
improvement, organization, and office equipment 
management. 

6. The Chief of Naval Operations allocates within 
the overall Navy allowance for personnel the number 
of billets for members of the Medical Department. 
These allocations regulate in general the number of 
medical personnel allowed at specific activities 
throughout the Navy, 

7. The Bureau of Naval Personnel procures through 
its recruiting system and the Naval Officer Procurement 
Stations the number of medical department personnel 
needed. It directs and operates the system for promotion 
of officers and men, the system for release and retire- 
ment of all military personnel, some aspects of the Naval 
Reserve Program, and many of the Navy training programs. 
The Bureau of Medicine and Surgery, however, directs 
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the programs having to do with the training of Medical 
Department personnel . . _ . 

80 The Judge Advocate General's office collaborates 
with the Chief of the Bureau of Medicine and Surgery in 
the physical disability retirement system. 

J . Influence of BuMed Management Control 
Activities on Others. 

1. The Bureau's industrial health program, involving 
prevention of occupational health hazards, evaluation 
of toxic materials, and on~the-job care, affects about 
330,000 personnel in the Naval Shore Establishment, 
especially at shipyards under the management control of 
Bu Ships. 

2. The Bureau provides technical guidance, 
personnel, and funds for the bio-medical portions of 
several laboratories under the management control of 
other bureaus, such as the Naval Radiological Defense 
Laboratory, San Francisco, which is under Bu Ship's 
management control . 

3. The Bureau furnishes technical assistance to 
other bureaus with respect to construction of and major 
alterations to medical and dental facilities under their 
management control . BuMed, having technical control 
of these activities, approves the functional arrangements 
and specialized medical equipment to be provided. 

4. BuMed is responsible for the technical operation 
of physiological training devices, such as low pressure 
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chambers and night vision trainers, at activities managed 
by the Bureau of Aeronautics. BuMed influences BuAer 
activities in various other ways such as advice on air 
crew equipment, safe flying requirements, and the aero- 
medical indoctrination of pilots. 

5. The Bureau influences the Bureau of Ships with 
reference to the arrangement and construction of medical 
and dental spaces on ships and the prevention of sanita- 
tion hazards. 

6. Station hospitals, all of which are under the 
technical control of the Bureau of Medicine and Surgery, 
are under the management control of other bureaus. The 
Bureau dictates limitations of medical care to be 
rendered, furnishes technical personnel to give treatment, 
recommends types of equipment or facilities necessary to 
accomplish the mission, and executes directives which 
relate to the medical mission of the activity. 

K . Joint Utilization, Staffing, and Training . 

1 . Joint Utilization. The Navy concurs in principle 
in the concept of cross-utilization as the best method of 
achieving coordination of medical and hospital 
facilities within the Armed Forces. Planning for new 
facilities, or for extension and modification of existing 
facilities, embraces this concept. All planning for 
medical support is done on the foregoing basis for in- 
patient hospital-type care, and has resulted in improved 
utilization with concomitant economies. Cross- 
utilization of facilities for military patients is currently 
being accomplished at the following activities overseas: 



Guam. The Navy provides hospital services for 
ail three Services. 

Honolulu. Tripler Army Hospital provides in- 
patient services for all the three Services. 

Canal Zone ^ The Canal Zone Government and 
the Army provide hospitalization for all three Services. 

Alaska. The Air Force provides hospitalization 
for all three Services. 

Okinawa. The Army provides hospitalization 
for all three Services. 

Europe . The Army or Air Force hospitals provide 
hospitalization for all three Services. 

_ A number of continental naval medical facilities 
provides hospitalization to Army and Air Force personnel, 
as follows: 

U. So Naval Hospital/ Great Lakes, Illinois. - 
The Navy provides hospitalization for the Army and Air 
Force. 

U. S. Naval Hospital, St. Albans, New York - 
the Navy provides hospitalization for all three Services. 

U. S. Naval Hospital, Portsmouth, New Hampshire - 
the Navy provides hospitalization for the Air Force. 



Uo So Naval Hospital, Portsmouth, Virginia - the Navy 
provides hospitalization for all three Services. 

U. S. Naval Hospital, Chelsea, Massachusetts - the 
Navy provides hospitalization for all three Services. 

U. S. Naval Hospital, Charleston, South Carolina - the 
Navy provides hospitalization for Army and Air Force 
personnel. 

U. S. Naval Hospital, Memphis, Tennessee - 

the Navy provides hospitalization for Army and Air Force 

personnel . 

U. S. Naval Hospital, San Diego^ Cali fornia - 

the Navy provides hospitalization for Army and Air Force 

personnel. 



U. S. Naval Hospital, Corona , California (now closed) 
- provided hospitalization to the other services. 



The tabulation on the following page will 
indicate the volume of cross -servicing for 
military patients and dependents, giving the 
average daily census. 
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VOLUME OF CROSS-SERVICING FOR MILITARY PATIENTS AND DEPENDENTS 



FY 56 



Navy Patients 

Mil Dep 



Army Patients Air Force Patients Total Patients 



Mil 



Dep Mil 



Dep Mil Dep 



Navy Hosps 
Army Facs 
Air Force Foes 


9,287 
380 
104 


1,464 
242 
120 


508 


137 


430 


129 


10,225 1,730 
380 242 
104 120 


Total 


9,771 


1,826 


508 


137 


430 


129 


10,709 2,092 


FY 57 
















Navy Hosps 

Army Facs 
Air Force Facs 


9,074 

434 
104 


1,405 

270 
111 


593 


147 


494 


142 


10,161 1,694 

434 270 
104 111 


Total 


9,612 


1,786 


593 


147 


494 


142 


10,699 2,075 


FY 58 (Estimated) 
Navy Hosps 9,512 
Army Facs 382 
Air Force Foes 126 


1,503 
248 
122 


493 


142 


476 


155 


10,481 1,800 
382 248 
126 122 


Total 


10,020 


1,873 


493 


142 


476 


155 


10,989 2,170 



2. Medical Research o The Naval Medical Research 
Program is coordinated with research programs carried 
out in the Department of the Army and the Department 
of the Air Force through the Department of Defense and 
the National Research Council to eliminate duplication 
of research efforts. The three Services join in support 
of the advisory function of the Division of Medical 
Sciences, National Research Council; and jointly 
support contracts with civilian agencies for medical 
research administered by the Office of Naval Research . 



Cooperation and collaboration on research projects are 
accomplished through membership on joint committees. 

3. Preventive Medicine. Tri-service coordination 
is effected through the Executive Secretary (currently 
a Navy Medical Corps Officer) of the Armed Forces 
Epidemiology Board in such areas as administration of 
the poliomyelitis, influenza and other communicable 
disease control programs. Active participation in the 
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development and publication of joint publications 
concerning preventive medicine is carried on. 

4„ Education and Training . The Department of the 

Navy is Executive Agent of the Medical Education for 
the National Defense Program o The purpose of this 
program is to sponsor the teaching of emergency medical 
care in the medical schools o At the present time 45 
medical schools participate in this programs 

Interchange of students in the following 
military training activities is accomplished: U. So 
Naval Submarine School and Uo So Naval Medical 
Research Laborotory at New London; Experimental 
Diving Uhit, Washington, Do C; the Decompression 
Chambers at the major submarine bases; the Naval 
School of Hospital Administration, National Naval 
Medical Center, Bethesda, Maryland, to which the Air 
Force sends an average of 10 students annually; and the 
course in Preventive Medicine at the Naval Medical 
School, Bethesda, Maryland, which provides training to 
qualify for certification by the American Board of 
Preventive Medicine. The U. S. Air Force has sent an 
appreciable number of medical officers to this School in 
past years. Moreover, a few U. S. Air Force medical 



personnel are taking residency training in naval 
hospitals . 

In addition the Medical Department of the Navy has 
trained large numbers of Air Force enlisted men in our 
Hospital Corps and dental technician schools. In 
return, facilities of the Army and Air Force are used to 
supply training to naval personnel in the handling of 
moss casualties, some aspects of ABC warfare, and some 
types of enlisted training. 

5. Atomic, Bacteriological and Chemical Warfare. 
The Department of the Navy utilizes the facilities of the 
Department of the Army and Air Force to supplement the 

training given by the Navy in these fieldso The Navy 
actively cooperates in the issuing of joint directives and 
tri-Service publications pertinent to ABC warfare de- 
fense . 

6„ Unified List of Emergency Type Medical items. 
Action on this list is jointly accomplished. 

7. Medical Forms, Records and Reporting Procgdures. 
The consolidation and standardization of some 46 
Instructions, publications and forms has been accom- 
plished. Joint action on revising some 30 others is 
underway. 
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THE PRACTICE OF MEDICINE IN THE NAVY 
PART II . • . : 

Presume J. Advantages 
of tke Single Manager System for Medical Services 



A. Statement of Proposition. It is assumed that the 
proposal under discussion is to place all medical 
services of the Armed Forces under the control of one 
of the Services — the Army, Navy or Air Force. The 
Service selected would provide medical service for 
itself and for the other two Services. It would not only 
manage hospitals but have general supervision over 
dispensaries, schools, medical materiel, research, 
practice in the military medical specialties such as — 
submarine medicine, preventive medicine functions 
and care of combat casualties wherever they may occur. 
This proposal does not specifically call for a merger of 
the medical services although their control by one 
Service would probably entail most of the features of 
complete merger". Moreover, it is assumed that the 
proposal would be implemented without a merger of the 
operating forces, and that those forces would continue 
to be organized such as they are now. 

In this general commentary we will discuss the Single 
Manager proposal in terms of the conditions which 



presently exist in the three operating forces, each of 
which is now assigned a specific mission differentiated 
from that of the others. 

B. The desirability of the proposed plan must be 
measured in these terms: Will it increase the economy, 
efficiency and quality of the medical services as now 
conducted? Economy is measured chiefly in terms of 

the number of personnel required and cost of ^ 

facilities. Efficiency is measured in terms of the 
medical service's responsiveness to the needs of the 
combat forces. Quality of performance is measured in 
terms of the depth and breadth of medical knowledge 
available as a guide to medical care, the expeditious 
transmission of that knowledge through training to 
appropriate personnel, and the availability of well 
trained personnel of the right categories in sufficient 
numbers at the times and places where needed, 

Co There may well be economies accomplished through 
closure of some facilities by the Single Manager. These 
would probably be certain "off-base" general hospitals* 
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* Off-base general hospitals are here considered to be those which draw 
the majority of their patients from sources more than 20 miles away. 



which serve relatively large geographic areas and give 
long-term patient care. While facilities providing 
short-term and outpatient care must be adjacent to 
troop concentrations to insure timely care, to save time, 
and to avoid unnecessary transportation costs, longer- 
term patients can be cared for satisfactorily in hospitals 
farther away from the patients' duty stations. Minor 
increases in transportation costs in these cases are offset 
by substantial reductions in other costs such as 
construction and maintenance costs, administrative 
costs, and perhaps small reductions in salary costs 
resulting from more efficient use of staff specialists. 
(The number of these "off-base" hospitals would appear 
to be small and located mostly outside the Navy's 
hospital system.) Moreover, in cases where there is 
more than one general hospital serving patients within a 
20-mile area the Single Manager might produce 
economies by closing one hospital and assigning patient 
care to the Service with the preponderant interest in the 
area. 

D. A Single Manager might make more effective use of 
scarce skilled clinical specialists by placing them in 
relatively large specialized hospitals where each 
specialist could treat a relatively large number of 
patients. Under the present system, each scattered 
hospital tends to require representation of most specialties 
on its staff, although the number of patients needing the 
particular types of specialized care is limited. Whether 
the system of specialized hospitals could be adequately 
extended under the present system is doubtful . 



E. A Single Manager could perform certain common 
functions such as budgeting, maintenance, policy 
direction, management procedures, reporting and 
statistics, records retirement, and clinical training, for 
all o This would allegedly produce economies by 
eliminating the triple overhead now supported by the 
three Services to perform these functions, 

F. A Single Manager could create somewhat greater 
alleged efficiency by developing common administrative 
procedures. Admittedly there has already been achieved 
a large measure of uniformity in the area of clinical 
records. Uniformity in the field of administrative 
records has been a major obstacle to unification. A 
Single Manager could reduce this obstacle to more 
nearly manageable proportions. However, it must be 
realized that a substantial portion of the Navy Medical 
Department's differences vis-a-vis the other Services, as 
to administrative procedures, arises from the nature of 
its contacts with other Navy bureaus and offices. (See 
PART l-J . of this brochure.) Without a merger of the 
three Services, a Single Manager cannot entirely 
resolve differences in administrative procedures and 
would tend to establish procedures which would be in 
conflict with those of the parent Service. 

G. A Single Manager could make more effective use of 
facilities, since he would presumably have authority to 
utilize for patient care as he sees fit any hospital in the 
system. He could distribute patients in such a manner as 
to have an optimum occupancy rate in most hospitals. 
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It is true that the Services utilize each other's hospitals 
under the present system; but the number of inpatients 
of one Service cared for in the facilities of another 
Service is quite small in proportion to the total number 
of patients because of their point of origin. In the last 
fiscal year (1957) the average daily patient load in 
naval hospitals included 9,074 military patients and 
1,405 Navy dependents. At the same time the naval 
hospitals cared for 593 Army military patients and 147 
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Army dependents daily, plus 494 Air Force military 
patients and 142 Air Force dependents daily. Similarly 
the Amny hospitals cared for 434 Navy military patients 
and 270 Navy dependents daily; while the Air Force 
facilities cared for 104 Navy military patients and 1 1 1 
Navy dependents daily. By virtue of being situated at 
or near naval stations and naval operating bases, see 
Chart No. IX, naval hospitals have a preponderance of 
naval and Marine Corps patients o 



THE PRACTICE OF MEDICINE IN THE NAVY 
PART III 

Disadvantages 
of tke Single Manager System for Medical Services. 



A. Assuming that there is no merger of the three Armed 
Services/ a Single Manager could not accomplish more, 
on balance, than the existing Assistant Secretary of 
Defense (Health and Medical) who now acts as a single 
manager with respect to policy formulation, programming, 
and coordination for the three medical services. (See 
PART l-A, for statement of authority and functions.) 

1. There is already a Single Manager for medical and 
dental material procurement and distribution at the 
wholesale level o Presumably the addition of a Single 
Manager for the medical services as a whole would not 
substantially change the operation of this function and 

so would not render it more economical or efficient. 

2. There are already at least 15 joint agencies and 
boards which under the Assistant Secretary of Defense 
develop policies, programs and plans for selected phases 
of the military medical program. A few of these such as 
the Anned Forces Medical Publication Agency, the 
Military Medical Supply Agency, and the Armed 
Services Medical Regulating Office are joint operating 
agencies which satisfactorily carry on specified operat- 



ing functions for all the Services. It is difficult to 
visualize clear-cut advantages under a Single Manager 
system which are not already being achieved by these 
joint operating and coordinating agencies. 

a. It seems obvious that a Single Manager per 
se could not accomplish the work of these various 
Fleadquarters agencies with any fewer personnel since 
the majority of the present members of the joint boards, 
committees, etc., are also doing administrative work at 
their own service level . If a Single Manager were 
established to organize and manage the same functions 
now carried on by these joint agencies and the Assistant 
Secretary, his staffing would of necessity be about the 
same size and involve the same people as now, (The 
recent experience of the Navy with the Single Managers 
for medical material and dependents' care would seem to 
confirm the basic assumption in this statement.) 

B. Utilization of Manpower . Although a Single Manager 
could perhaps bring some improvements in the assignment 
of professional personnel to large continental hospitals, 
he would probably be less successful than existing 
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authorities in assigning doctors to small base and post 
hospitals and to the operating forces which together have 
the majority of them. The billets involved here are 
concerned with submarine and aviation medicine, ABC 
warfare, preventive medicine, sanitation, amphibious 
medicine, field medicine, etc., as well as general 
clinical work. Career doctors must be rotated out of 
their clinical specialties at times into these military 
medical billets in order that they may gain the 
experience needed to provide qualified military medical 
leadership in time of war. Any manager who is charged 
with responsibility for assigning personnel to these varied 
billets below the large hospital level, would face the 
same difficulties in trying to arrange ideal staffing 
arrangements. Small facilities that are required to give 
immediate support in response to the needs of base 
commands where they are located, and small scattered 
facilities around the world, must have an adequate 
representation of the different specialties although there 
are relatively few patients. These facilities must also 
have doctors for functions other than inpatient care — 
such as the functions named above — though their number 
may appear large relative to numbers of inpatients. A 
Single Manager not close to this situation would not be 
fully aware of the personnel requirements, and would be 
prone to favor the requirements of large hospitals. 

C. Utilization of Facilities. A Single Manager in his 
consolidation program might decide to close facilities 
close to bases and attempt to provide short term 
hospitalization and outpatient care in more distant, 
centrally located and large facilities. This would pro- 
duce certain economies in construction and maintenance 
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costs but would reduce the efficiency of operation and 
quality of professional care. Care would not be as 
timely from a professional standpoint; there would be 
added costs for transportation of patients and staff to the 
sources of care; and personnel would be kept away from 
their duties unnecessarily long periods of time. More- 
over, an emphasis on large centralized facilities does 
not necessarily produce economy. Bigness of itself does 
not create efficiency or reductions in costs, and often 
has the opposite result. The most efficient and 
economical size for a hospital is the one which is just 
right for its mission. Thus, the Armed Forces have under 
planning one relatively large general hospital to serve 
all three Services in the San Francisco area as an 
economy measure. Such actions where feasible are 
being accomplished under the present system without a 
Single Manager. It is not considered desirable to 
establish any more large special treatment centers than 
now are available. 

1 . Excessive consolidation and merger of facilities 
under a Single Manager would destroy the reserve 
capacity needed by the medical services for war 
emergencies. In mobilization more space and facilities 
are needed fast, and they will not be available if 
hospitals have been merged and consolidated. Further- 
more, considering the possibilities of atomic attack, 
dispersion of facilities will be the best defense. It can 
be argued that although dispersed facilities may be a 
little less efficient, they are preferable from the stand- 
point of defense and vulnerability to attack. 

D. Inspections. The Single Manager system would 
presumably add another level of inspections to those 



already in existence. We now have Service inspections. 
Department of Defense inspections. General Accounting 
Office inspections. Bureau of the Budget inspections, 
and district inspections. It seems impossible under these 
circumstances that an uneconomical condition can exist 
in any medical facility for very long. An added 
inspection would only create an extra expense not 
compensated for by any savings resulting from it. 

E. Responsiveness to Command . The strongest 
objection to the Single Manager system would be its 
inferior responsiveness to the combat needs of each 
Service. The Secretary of the Navy is responsible for 
the combat readiness of the naval forces. If his medical 
support is under the control of another organization — 
the Single Manager — the Secretary would be in a 
difficult position. He would retain responsibility for the 
readiness of his medical support but would lack the 
requisite authority and power of direction over this 
medical force. A most important contribution to morale 
and the command function is medical support which is 
close to command problems and command needs. Close 
support conserves and enhances the effective fighting 
strength of the ship or fleet. A Single Manager is an 
outsider to this concept. 

At the same time, a Single Manager, who supposedly 
would have the responsibility for administering a program 
of medical care in the three Services, would himself have 
incomplete control over the personnel needed to carry 
OLit his assigned mission. How the adoption of a concept 
of administration such as this could lead to a more 



efficient operation in time of peace is hard to understand. 
In time of war it would lead to chaos and confusion. 

1 . Effect on Planning. A Single Manager would 
seriously impair the speed and accuracy of planning for 
Navy needs. He could not secure the requirements of 
the three separate Services and translate them into 
medical logistics plans as rapidly and as accurately as 
can the Services themselves. (See outline of Navy 
planning system in PART I.) Single Service planning 
was a key factor in the Navy Medical Department's 
ability to meet Navy needs quickly at and after the time 
of Pearl Harbor. The Navy was given an assigned combat 
mission. Its Medical Department quickly determined the 
detailed medical needs involved in accomplishment of 
that overall mission, and translated them rapidly into 
plans for medical facilities and personnel to support the 
Navy at war. An outside agency such as a Single 
Manager would have difficulty in evaluating the 
specialized requirements of the individual medical 
services and assigning resources in detail to each in the 
amounts and kinds essential to support the three 
individual Service missions, 

2, Effect on Training . The Navy must be in a 
position to train its personnel in those professional 
medical techniques and related combat operational 
procedures which are related to its mission. If a Single 
Manager should establish Armed Forces-wide schools 
for these purposes they would be inadequate for the 
specialized needs of the Navy, If the Single ^onager 
should establish certain specialized schools to meet the 
peculiar needs of the three medical services, he would 
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be doing what is already being done and therefore would 
be contributing nothing to the economy, efficiency or 
quality of naval medfcal performance. The Single 
Manager would, if given control and supervision over 
training in the clinical specialties, provide one 
additional command level that would impair the ready 
transfer of medical officers from operating units ashore 
and afloat to hospitals, for rotation in accordance with 
career planning. Moreover, the Navy's system of 
procurement of medical officers is closely geared to its 

training program for interns and residents. A Single 
Manager for ho^itals would seriously interfere with this 
successful procurement program, and conceivably could 
interfere with our clinical clerkship program for medical 
students. It would also hamper the use of certain naval 
hospitals (Oakland, Great Lakes, Chelsea, St. Albans, 
Philadelphia, and Norfolk) for the three-week 
indoctrination of newly commissioned medical officers 
prior to their first permanent assignment, because it 
would withdraw those hospitals from Navy control. 

3. Effect on Morale . The Single Manager system 
would tend to separate the individual from his parent 
Service. To have the highest degree of morale and 
esprit de corps, it is necessary for the individual to feel 
that he is an essential part of his primary service » 
Service traditions, esprit de corps and the sense of 
belonging to an organization, are intangibles that bind 
together a group of people and produce that high state 
of morale so essential to a military service in carrying 
out its mission. One of the important intangibles that 
develops during periods of training, either operational 
or clinical, is the feeling of belonging to an individual 
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Service. Medical Department personnel can serve more 
effectively if they are acquainted with the mission and 
method of operation of the Service to which they belong. 

The morale of the Medical Corps and Dental Corps 
has never been higher. A program has been put into 
effect which is designed to build up the regular officer 
strength of the Medical Department. That this program 
is an effective one in recruiting young officers to join 
the regular service and in retaining Regulars is con- 
clusively shown in Charts XIV and XV. During the past 
two fiscal years, the Medical and Dental Corps have 
reversed the previously existing trend which showed a 
high resignation and a low procurement rate. Any 
drastic change in the existing structure of the Medical 
Department would have an adverse effect on morale, 
which would be reflected in a higher resignation rate 
and a lower procurement rate. This is not the time for 
a change . 

F. Existing Economy in Financial Costs and Staffing. 
The significant figures reflecting the Navy Medical 
Department's economy in use of funds and personnel in 
its hospital system under existing arrangements are set 

forth herewith: 
Cost per Patient Day, Fiscal Year 1957 -Navy — $16,24 

Staff per 100 Patients =- Navy =- 133 
By comparison with the daily cost per patient day and 
the staffing ratios of other Federally operated hospitals, 
it can readily be seen that the Navy is operating its 
hospitals with a maximum of economy of personnel and 
dollars that could not be achieved by a Single Manager 
system , 
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Go The Navy provides medical facIIIHes and staffing 
according to the size of the local patient population and 
anticipated workloads. Facilities are closed when 
indicated; or the status of a facility may be reduced by 
reducing the number of "operating beds" for which staff 
is provided; or by changing a facility from a station 
hospital to a dispensary. All these measures have the 
same purpose and result as those which a Single Manager 
might adopt to avoid duplication, waste and inefficiency 

H. As each of the military departments must maintain 
its own medical service for overseas areas and for certain 
training activities, as well as for medical support at Sea, 
the Single Manager would more than likely increase the 
liaison work required between the three military depart- 
ments and would establish another liaison level. 

I. Patient Care is Not a Commodity » The Single 
Manager concept for the medical services has been 
advocated many times by individuals unfamiliar with the 
operations of the Military Services and the separate 
problems due to the organizational and functional 
structure of the three Services and their separate 
missions. These individuals would combine all or part 
of the functions now carried out by the Medical 
Departments under a Single Manager. They point out 
that the Single Manager concept has been effectively 
used in the control of common used commodities such as 
provisions, lubricants and oil, clothing and medical 
supplies, and several common functions such as sea, air 
and rail transportation. The hospital systems of the 
three Services have frequently been singled out as one 



type of common service that could be managed more 
effectively by a Single Manager. 

The control of common used commodities under a 
Single Manager places the wholesale procurement and 
distribution of these items under a Single Manager but 
does not interfere with the retail distribution and use of 
these items. The Single Manager of common functions 
such as sea, air and rail transportation provides central 
control of the function but does not interfere with 
operational control within the Service, Such control of 
common used commodities and service as now in opera- 
tion would be quite different from a Single Manager of 
the Medical Services or a Single Manager for hospitals. 
Such a Single Manager, to be effective, would inevit- 
ably have to have operational control with partial or 
complete control of personnel , 

The commodities to which the Single Manager concept 
have been applied are inert, are not sick or injured; 
they travel a one-way route via freight. They have 
little or no auxiliary problems connected therewith. In 
the case of patients, however, they are sick or injured. 
They usually travel a round-trip via first-class passage, 
often with an attendant. They have many auxiliary 
problems of records, subsistence, personnel regulations, 
discipline and responsiveness to command. 

As can be seen from Chart X, page 19, large numbers 
of naval personnel are now attached to naval hospitals 
under the management control of the Bureau of Medicine 
and Surgery, The figures are as follows: 29% of the 
totaf number of medical officers, 21% of the dental 
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officers, 57.4% of the Medical Service Corps officers, 
81% of the Nurse Cwps ofncers, and 32% of Hie hoqaltal 
corpsmen. To place naval hospitals under a Single 
Manager would be tantamount to removing this number of 
naval personnel from the responsive control of the 
Surgeon General of the Navy, the Chief of Naval 
Operations and the Secretary of the Navy. It would 
remove from control of the Surgeon General that 
important mission of the Medical Department, the 
training of Medical Department personnel in the care of 
the sick and injured, and it would remove from the 
control of the Surgeon General the actual core of the 
sick and injured. 

This concept is quite different from the concept of a 
Single Manager for common used commodities and in 
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effect would lead to the abrogation of the responsibilities 
of the Secretary of the Navy, the Chief of Naval 
Operations, and the Surgeon General for care of the 
sick and injured and the training of Medical Department 
personnel . 

The present provision in the organization of the 
Department of Defense for an Assistant Secretary for 
Health and Medicine with the assigned mission of co- 
ordinating the Medical Services of the three Military 
Services and establishing joint policies for operation 
without actual interference at the operating level 
provides all of the potential advantages of a Single 
Manager. Beyond this we must not go if we are to have 
a Medical Department that can effectively carry out its 
mission. 



THE PRACTICE OF MEDICINE IN THE NAVY 
PART IV 



Tke Navy's Position 
on tke Single Manager Concept for Medical Services 



A. The Navy is unalterably opposed to any further 

ougmentafion of the Single Manager concept in the 
field of medical support. The proposed extension 
completely abrogates the principle that each Service be 
self-supporting and responsible for its individual needs o 
The importance of the medical service being responsive 
to military command in time of war is unquestioned. Any 
system of medical support adopted in peacetime, 
therefore, should be so designed that it will remain 
completely responsive in time of war or emergency, 

B. The Medical Department of the Navy constitutes an 
important arm of the Service in direct support of the 
operating forces. The adoption of a Single Manager 
concept, virtually eliminating his control of medical 
personnel, would remove from the military command of 
the Chief of Naval Operations a vital element 
necessary to the performance of his mission. 



C. Medical personnel are primarily Navy personnel, 
and secondarily, specialists in their professional field. 
They are chosen, or trained, to perform duties peculiar 
to the characteristics of the Navy, such as submarine 
medicine, shipboard medicine, and research in areas of 
particular naval importance* The Navy has developed, 
and is enjoying a high degree of proficiency in these 
areas of particular interest and should not accept a 
lower standard which would be inevitable under the 
Single Manager concept. 

D. Customs, traditions, and personal preferences are 
the motivating factors in one's decision to select a 
particular branch of the Armed Forces. Uhder a Single 
Manager concept these dynamic features are radically 
weakened or lost. The medical officer selects the Navy 
as his professional field primarily because he desires to 
became a naval officer and make it a fill I time service 
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career. Under a Single Manager cmcept there would 
be no such IncenHve. 

E. The Single Manager system could create a monopoly 
control over medical research and training. Exchange 
of Ideas and scientific discoveries would tend to be 
subordinotad to the opinions and decisions of the Single 
Manager. As a result, the well recognized progrons of 
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the military medical services in all fields of research 
and training would be retarded. 

F. The Single Manager concept would not produce more 
economical operation or more efficient use of personnel , 
and would not provide a better quality of medical 
service. 



